To reevaluate the current features of spontaneous internal biliary fistulas, we reviewed 1,929 consecutive patients who had been treated for biliary tract diseases during the recent 12-year period. Thirty-three patients had internal biliaryfistulas and the incidence was 1.9%. Of 33 patients, 20 were women and 13 were men with the average age 63 years, and their mean duration ofillness was 4 years. A total of 37 fistulas were found and the most common type was choledochoduodenal (62%), followed by cholecystoduodenal (19%), cholecystocholedochal (11%) and cholecystocolonic (8%) fistulas. Internal biliary fistulas of thirty-one patients were caused by biliary stones and those of two patients by malignant tumors. All of the 17 bile samples examined were bacteria positive and the majority of calculi were brown pigment stones. All of the choledochoduodenal fistulas were correctly diagnosed by endoscopic retrograde cholangiography. In 14 patients with cholecystoenteric or cholecystocholedochal fistulas, direct evidence of the internal fistula was obtained only in 7 patients (50%) preoperatively. Pneumobilia, a small atrophic gallbladder adherent to the neighboring organs and a history of spontaneous disappearance of jaundice in elderly patients may indicate the presence of a cholecystoentric fistula. Since the preoperative diagnostic rate for internal biliary fistula involving the gallbladder is still low, care is necessary before and at the time of surgery especially during laparoscopic cholecystectomy for elderly patients with cholelithiasis.
INTRODUCTION
Although traditional open cholecystectomy and recently developed laparoscopic cholecystectomy show very low mortality and morbidity rates 1' 2, the presence of spontaneous internal biliary fistulae is reported to increase the morbidity rate considerably and its potential lethality has been appreciated3-5. The reported incidence of internal biliary fistulas is about 2% of total biliary diseases and the most common type has been reported to be a cholecystoduodenal fistula, followed All (10) Cholecystocholedochal (4) Cholecystectomy and choledocholithotomy (2) Choledochalcysto-jejunostomy and gastrojejunostomy (1) Cholecystectomy and repair of fistula (3) Cholecystectomy, choledocholithotomy repair of fistula (3) Cholecystectomy, choledocholithotomy and repair of fistula (3) Cholecystectomy and EPT and PTC ***(1) choledocholithotomy (1) stone removal (12) Cholecystectomy and repair of fistula (2) Choledocholithotomy (1) Pancreatoduodenectomy (1) Cholecystectomy and repair of fistula (3) Exploratory laparotomy (1) Cholecystectomy and repair of fistula (1) EPT and PTC (1) Conservative (1)
*Number in parentheses represents number of patients.
**Endoscopic papillotomy (EPT). ***Percutaneous transhepatic cholangiodrainage (PTC).
reports3'4. The symptoms were similar to those of cholelithiasis.
Internal biliary fistulas usually occur as a result of pressure necrosis caused by calculi in the inflamed gallbladder or biliary tract3'4. The fistulas were also reported to be formed by peptic ulcer5, malignant tumor1, trauma 11 and Crohn's disease12. Choledochoduodenal fistulas were reported to be caused mainly by peptic ulcer5. However, this seems unlikely for those in the periampullary region, because most of the periampullary choledochoduodenal fistulas were produced by a spontaneous migration of a common bile duct stone into the duodenum8. Hunt et al. 13 reported that choledochoduodenal fistulas in the periampullary region were iatrogenic caused by passage of a rigid choledochal bougie during common duct exploration. Although this possibility could not be excluded, it seems to have less etiological significance because only 8 15 . have recently reported a case of a cholecystoduodenal fistula which was successfully repaired laparoscopically.
Our recent experience in the treatment of internal fistulas showed a high prevalence of choledochoduodenalfistulas in the periampullary region, which could be confirmed and managed endoscopically. Proper management of the internal fistula can be achieved with the information of its type and etiology, therefore surgeons should be aware of its possible presence for adopting appropriate imaging modality before surgical intervention. Pneumobilia, a small atrophic gallbladder and a history of disappearance ofjaundice in elderly patients may suggest the presence of an internal biliary fistula.
